Introduction
Arthroscopic shoulder surgery is associated with considerable postoperative pain [1, 2] . Ultrasound guided-interscalene brachial plexus block (ISB), in conjunction with general anesthesia, is often used because it provides effective pain control [3] . Shoulder arthroscopy can be performed with the patient in either the lateral decubitus or beach chair position, according to the surgeon's preference and based on their training [4] . Neurovascular injury has been rarely reported in both positions; however, the traction used in the lateral decubitus position can damage peripheral nerves and the brachial plexus, and compression and rotation of the head in both positions is a risk factor for neurovascular injury [5] [6] [7] .
We present an uncommon case of hypoesthesia in the posterior and upper third of the superior area on the left ear auricle, after arthroscopic surgery of the shoulder in lateral position under general anesthesia with ultrasound guided-ISB.
Case
A 65-year-old man (weight 66 kg and height 168 cm) was scheduled for arthroscopic rotator cuff surgery of the left shoulder in the right lateral decubitus position. His medical history included well-controlled hypertension, stable angina pectoris, and vertebra-basilar insufficiency treated with aspirin, olmesartan, isosorbide dinitrate, and alprazolam. His preoperative evaluation results, including laboratory testing, chest X-ray, We present an uncommon case of hypoesthesia in the posterior and upper third of the superior area on the left ear auricle, after arthroscopic surgery of the shoulder in the lateral position under general anesthesia with ultrasound guided-interscalene brachial plexus block. A 65-year-old man underwent arthroscopic rotator cuff repair of the left shoulder in the right lateral decubitus position. Two days after operation, he complained of numbness around the left auricle; his symptoms persisted until 6 weeks after surgery. Audiometry and sensory examinations were normal. He recovered naturally by 6 months postoperatively. Postoperative neurological deficits that may not be blockrelated can be attributed to a combination of factors, such as patient-, anesthesia-, and surgery-related factors, including direct trauma, positioning, and retraction. Anesthesiologists should be aware that the injury may not be block-related and consider other possible causes. 
Case Report

Discussion
Arthroscopic shoulder surgery has become a popular therapeutic and diagnostic procedure during the past two decades [1] . Shoulder arthroscopy can be performed with the patient in either the lateral decubitus or beach chair position, according to the surgeon's preference and training [4] . There is a tendency to prefer the lateral position, as it maximizes the amount of working space [6, 7] . together, these insults may result in permanent nerve injury.
Patient positioning is of high importance to minimize potential complications. The patient's head must remain neutral with respect to the body, the headrest must be inspected for integrity to prevent any firm areas coming into direct contact with bony prominences and, during the procedure, the patient must be inspected to ensure that no inadvertent neck flexion/extension or rotation has occurred. Additional protective foam or gel pads may also be used [8] [9] [10] [11] [12] .
The nerves injured most commonly during shoulder arthroscopy are the musculocutaneous, ulnar, radial, and dorsal digital nerves of the thumb [2, 4] . Cases of the occipital nerve injury and greater auricular branch palsy are rare after arthroscopic surgery with ISB [9] [10] [11] [12] . Park and Kim [9] described two cases of neuropraxia of the greater auricular nerve, and one of the lesser occipital nerve, which showed resolution within 2 months after shoulder arthroscopy (particularly in the beach chair position) under general anesthesia without a block. In the series by Ng and Page [12] , three cases of greater auricular nerve neuropraxia were described. However, the neuropraxia resolved after 6 weeks, 8 weeks, and 6 months respectively [10] [11] [12] . The lesser occipital nerve arrives from the second, and sometimes the third, cervical nerve. It runs posteriorly along the sternocleidomastoid muscle, perforating the deep fascia near the cranium and ascending behind the auricle to provide the cutaneous supply [13] . The great auricular nerve is the largest sensory branch among the superficial branches of the cervical plexus arising from the C2 and C3 spinal roots. It projects vertically upward over the sternocleidomastoid muscle, providing sensory innervation of both surfaces of the external ear to a variable extent, as well as of the skin over the mastoid process, a small area behind and above the auricle, and most of the skin covering the parotid gland. It can be aggravated by neck surgery, tumor, or prolonged pressure on the neck [14] .
In our case, it was presumed that the hypoesthesia was caused by the effect alone or in combination with the following. First, positioning for arthroscopic shoulder surgery can overstretch or compress the superficial branch of the cervical plexus during efforts to maximize the operative field. Second, a needle inserted in the medial to lateral plane can direct damage to the nerve that runs over the sternocleidomastoid muscle. Last, some patients may have a predisposition to nerve damage (e.g., male sex) and other intraoperative surgical factors that have no relation to peripheral nerve block [15] .
In conclusion, postoperative neurological deficits can be attributed to a combination of patient, anesthesia-, and surgeryrelated factors, including direct trauma, positioning, and retraction [2] . In particular, careful attention must be paid to patient positioning to prevent compression and pressure injuries to the skin and soft tissues, including nerves, particularly when the position is to be maintained for a prolonged period. The majority of deficits show recovery within weeks to months. All physical examinations and patient histories should be documented thoroughly. If the symptoms are minor, observation may be sufficient. Therefore, anesthesiologists should keep in mind that the injury may not be block-related, and thus consider other possible causes.
